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PROBLEMS WITH IMMIGRATION DETAINEE
MEDICAL CARE

WEDNESDAY, JUNE 4, 2008

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON IMMIGRATION, CITIZENSHIP,
REFUGEES, BORDER SECURITY, AND INTERNATIONAL LAW
COMMITTEE ON THE JUDICIARY,
Washington, DC.

The Subcommittee met, pursuant to notice, at 2:05 p.m., in Room
2141, Rayburn House Office Building, the Honorable Zoe Lofgren
(Chairwoman of the Subcommittee) presiding.

Present: Representatives Lofgren, Conyers, Gutierrez, Waters,
Sanchez, Davis, Ellison, King, Goodlatte, and Lungren.

Also Present: Representative Smith.

Staff Present: David Shahoulian, Majority Counsel; Andrés Ji-
menez, Majority Professional Staff Member; George Fishman, Mi-
nority Counsel.

Ms. LOFGREN. This hearing of the Subcommittee on Immigration,
Citizenship, Refugees, Border Security, and International Law will
come to order.

Without objection, the Chair is authorized to call a recess of the
hearing at any time.

I would like to welcome the Subcommittee Members, our wit-
nesses, and members of the public to the Subcommittee’s hearing
on problems with immigration detainee medical care. This Com-
mittee held a hearing on this subject on October 4, exactly 8
months ago. At that hearing we examined serious concerns with
the provision of medical care at immigration detention facilities
across the country. News reports of deaths and the deficient care
that may have led to those deaths triggered that hearing. Unfortu-
nately, here we are again.

As was the case 8 months ago, a string of recent news reports
has severely shaken our confidence in the health care system used
by ICE. The reports recount story after story of detainees who re-
ceived inadequate care or no care at all, and they speak of suffering
and death.

But this time those stories are not just reports; The Washington
Post and 60 Minutes support those stories with internal Govern-
ment documents and what appear to be many interviews with Gov-
ernment whistleblowers who have uncovered severe problems and
desperately want to see them fixed. Some of the witnesses today
will deny that these problems exist, but I believe these claims are
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belied by Government officials who have reached out to the press
and to us and by the documents that support their claims.

The efforts of those whistleblowers tell me something, that there
are people within our Government who really care about the med-
ical and mental health care provided at ICE facilities. But their
stories and documents also say something else: That their pleas
and warnings have gone largely unheeded for far too long.

Documents tell us that employees widely complained of severe
staffing shortages of medical personnel. ICE tells us they are ad-
dressing these shortages now, but the documents indicate they ig-
nored these warnings for years, failing to adequately address these
shortages even as they ramped up enforcement and brought deten-
tion beds on line.

Documents tell us that employees complained of certain policies
that appear to be in violation of ICE’s detention standards. For
some time at the San Pedro facility, for example, the clinical direc-
tor prohibited medical staff from doing any lab work for detainees
no matter what their condition until they had been detained for
more than 30 days. As indicated by an internal DHS document,
this policy may have played a role in the death of a detainee with
HIV who was denied medication during her first month in deten-
tion.

Documents show that ICE’s policy may be designed to deny care
and save money rather than to provide care and save lives. Last
October, Francisco Castaneda testified before our Committee con-
cerning the medical care he received, or I should say failed to re-
ceive, during his detention. He is now dead. A quick review of his
medical records shows that several on-site physicians recommended
biopsy to rule out cancer, but it also shows that these requests
were repeatedly denied over a 10-month period by managed care
coordinators here in D.C.

Some might say this is just one case and does not signify any-
thing. I disagree. When several doctors say that someone needs a
simple biopsy, but this is denied not once, not twice, but repeatedly
over 10 months by off-site bureaucrats, something is fundamentally
wrong. No matter how it happened, there is no question that the
system failed Mr. Castaneda over and over again. He paid with his
life, and now the Government is on the verge of paying millions in
a lawsuit pursued by his family.

In any event, that necessary treatment is repeatedly delayed or
denied by ICE is supported by many other documents. There are
letters and affidavits from prison wardens expressing profound ex-
asperation with the denials of care.

And one document, which I can’t even begin to reconcile with hu-
mane treatments, lists the amount of money ICE saved by denying
requests for treatment. Such requests which were all submitted by
on-site medical personnel were for such things as tuberculosis,
pneumonia, bone fractures, head trauma, chest pain and other seri-
ous complaints. How an off-site bureaucrat can deny a request to
treat tuberculosis or a bone fracture, I just don’t know, but the doc-
ument makes it seem as if ICE is proud of that fact.

Putting aside the inhumanity of denying necessary health care,
the $1.3 million savings that ICE brags about in this document is
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going to pale in comparison to the money that DHS will have to
pay when courts begin to rule against it, as they already have.

With the large increase of detainees in ICE custody, it is incum-
bent upon this Congress to ensure that ICE is properly executing
its responsibility of providing safe and humane treatment. I hope
that today’s hearing will help us begin to find solutions to what ap-
pears to be a very serious problem.

[The prepared statement of Ms. Lofgren follows:]

PREPARED STATEMENT OF THE HONORABLE ZOE LOFGREN, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF CALIFORNIA, AND CHAIRWOMAN, SUBCOMMITTEE ON
IMMIGRATION, CITIZENSHIP, REFUGEES, BORDER SECURITY, AND INTERNATIONAL
Law

This committee already held a hearing on this subject on October 4, 2007—exactly
8 months ago. At that hearing, we examined serious concerns with the provision of
medical care at immigration detention facilities across the country. News reports of
iileaths—and the deficient care that may have led to those deaths—triggered that

earing.

Unfortunately, here we are again. As was the case eight months ago, a string of
recent news reports has severely shaken our confidence in the health care system
used by ICE. The reports recount story after story of detainees who received inad-
equate care, or no care at all. And they speak of suffering and death.

But this time, those stories are not just reports. The Washington Post and 60
Minutes support their stories with internal government documents and what appear
to be many interviews with government whistleblowers who have uncovered severe
problems and desperately want to see them fixed.

Some of the witnesses today will deny that these problems exist. But I believe
these claims are belied by the numbers of government officials who have reached
out to the press—and to us—and by the documents that support their claims.

The efforts of those whistleblowers tell me something—that there are people with-
in our government who really care about the medical and mental health care pro-
vided at ICE facilities. But their stories and documents also say something else—
that their pleas and warnings have gone largely unheeded for far too long.

Documents tell us that employees widely complained of severe staffing shortages
of medical personnel. ICE tells us that they are addressing these shortages now. But
the documents indicate they ignored these warnings for years, failing to adequately
address such shortages even as they ramped up enforcement and brought detention
beds on line.

Documents tell us that employees complained of certain policies that appear to
be in violation of ICE’s Detention Standards. For some time at the San Pedro facil-
ity, for example, the clinical director prohibited medical staff from doing any lab
work for detainees—no matter what their condition—until they had been detained
for more than 30 days. As indicated by an internal DIHS document, this policy may
have played a role in the death of a detainee with HIV who was denied medication
during her first month in detention.

Documents show that ICE’s policies may be designed to deny care and save money
rather than to provide care and save lives. Last October, Francisco Castaneda testi-
fied before our committee concerning the medical care he received, or failed to re-
ceive, during his detention. He is now dead. A quick review of his medical records
shows that several on-site physicians recommended biopsy to rule out cancer. But
it also shows that these requests were repeatedly denied, over a 10-month period,
by managed care coordinators here in DC.

Some might say that this is just one case and does not signify anything. I dis-
agree. When several doctors say that someone needs a simple biopsy, but this is de-
nied not once, not twice, but repeatedly over 10 months by off-site bureaucrats,
something is fundamentally wrong. No matter how this happened, there is no ques-
tion the system failed Mr. Castaneda over and over again. He paid with his life,
and now the government is on the verge of paying millions in a lawsuit pursued
by his family.

In any event, that necessary treatment is repeatedly delayed or denied by ICE
is supported by many other documents. There are letters and affidavits from prison
wardens expressing profound exasperation with delays and denials of necessary
care. And one document, which I can’t even begin to reconcile with humane treat-
ment, lists the amount of money ICE saved by denying requests for treatment. Such
requests, which were all submitted by on-site medical personnel, were for such
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things as tuberculosis, pneumonia, bone fractures, head trauma, chest pain and
other serious complaints. How an off-site bureaucrat can deny a request to treat tu-
berculosis or a bone fracture, I don’t know. But the document makes it seem as if
ICE is proud of the fact.

Putting aside the inhumanity of denying necessary health care, the $1.3 million
savings ICE brags about in this document will pale in comparison to the money
DHS will have to pay when courts begin to rule against it—as they already have.

With the large increase of detainees in ICE custody, it is incumbent upon this
Congress to ensure that ICE is properly executing its responsibility of providing safe
and humane treatment. I hope that today’s hearing will help us begin to find solu-
tions to what appears to be a very serious problem.

Ms. LOFGREN. I now recognize our Ranking Minority Member
Steve King for his opening statement.

Mr. KING. Thank you, Madam Chair.

This Subcommittee just had a hearing on the topic of immigra-
tion detainee medical care 8 months ago, and I am not sure that
the recent media blitz alleging poor medical care in a few isolated
instances warrants a second hearing.

The risk of being murdered in some U.S. cities is higher than the
risk of dying in an immigration detention facility. That means peo-
ple on the streets of America are not as safe as some of the people
that are incarcerated under ICE. For example—and these numbers
are significantly lower than other data I have seen. For example,
2005 FBI statistics show in the statistical metropolitan area en-
compassing the city of Houston, 712.6 residents per 100,000 were
victims of violent crime, and 9.1 residents per 100,000 were mur-
dered or victims of homicide. That is Houston. In Houston alone
there are 334 people murdered on the streets.

In the statistical metropolitan area including Los Angeles, 575.5
per 100,000 were victims of violent crime; 8.8 out of every 100,000
were victims of murder. In Los Angeles alone there were 489 peo-
ple murdered in 2005.

Some other examples would be the recent shootings in Wash-
ington, D.C. For example, my legislative counsel’s neighborhood
had four murders in a single 24-hour period right in the same
neighborhood.

And in the Chicago shootings that we know about, 32 shootings
over a weekend, at one time the death count was 6, and then it
went to 12 or 13 in a single weekend. And we are here having a
hearing about people incarcerated by ICE and getting medical care
that is addressing their chronic illnesses as well that they come
with. But during that same period of time, 2005, there were 6.8
deaths per 100,000 immigration detainees, many of whom were
unhealthy when they arrived, and that is in ICE facilities. The
number has dropped in subsequent years, and the data is getting
stronger.

I would submit that the constituents of the Members of this
Committee would be better served if our focus was on the high risk
of being murdered and violently victimized on the streets of their
own cities and own communities rather than focusing on a media
event that doesn’t have the data to back up the necessity for this
hearing.

In any event, I am happy to use this opportunity to congratulate
Ms. Myers for taking a lead role in reinvigorating ICE’s worksite
enforcement efforts, and that includes Iowa, and I thank you. All
of us concerned about the impact of illegal immigration on Amer-
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ican workers are grateful for your efforts. The death rate in our im-
migration detention facilities are low and dropping despite the fact
that 25 percent of the detainee population already had a chronic
illness such as hypertension, diabetes, tuberculosis, asthma, HIV/
AIDS and seizure disorders when they came into ICE custody be-
cause they come from places where they don’t get health care. That
is why they are carrying chronic illnesses with them. This is the
best and sometimes the first medical care that they have been ex-
posed to in their lifetime.

This is a fundamental difference between criminal incarceration
and immigration detention. Prison inmates who have been sen-
tenced to incarceration cannot choose when they are released. They
are detained in order to provide punishment and rehabilitation to
safeguard the community, and to deter other criminals.

The medical care provided by the Bureau of Prisons ensures that
inmates are not prevented from serving their full sentences, which
average 9 years, because of illness. However, illegal immigrants
and illegal aliens are in detention an average of only 37%2 days,
and they hold the keys to their own cells because immigration de-
tainees can simply agree to their own deportations.

Why should the American taxpayer be liable for providing Rolls
Royce-quality medical care for aliens who are doing everything in
their power to stay detained and therefore avoid deportation? ICE
should not have to make up for a lifetime of poor medical care dur-
ing this brief period of detention. Once they enter the ICE deten-
tion system, most immigration detainees are getting by far the best
medical care they have had in their entire lives. It has cost the
Federal taxpayers more than $360 million to provide such care
since ICE was created 5 years ago, $100 million in the last fiscal
year alone.

But let’s not forget that the full cost to American taxpayers for
the health care of illegal immigrants is far more than the cost in-
curred by ICE detention. The majority of illegal aliens do not have
health insurance. As a result, hospitals in the southwest border
counties of Texas, New Mexico, Arizona and California alone incur
a cost of $190 million for uncompensated emergency medical treat-
ment to illegal aliens.

The California Hospital Association worries that care for illegal
aliens could tip some hospitals into bankruptcy; and, in fact, some
have closed. The medical crisis caused by uninsured illegal immi-
grants clogging our emergency rooms and seeking free medical care
is also compromising our citizens’ accessibility to emergency health
care. On top of all of these costs, it appears that some want to give
detained illegal immigrants a blank check written on the account
of the American taxpayer.

Legislation introduced by Chair Lofgren seems to require Amer-
ican taxpayers to pay medical bills for immigration detainees even
after they have been released or removed to their home country.
That is not the taxpayer’s responsibility.

We need to make decisions in this Committee and in this Con-
gress based upon data, not anecdotes, and to allege the inhumanity
of denying necessary health care I don’t think can be substantiated,
and I don’t agree with that statement, and I look forward to the
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hearing. I look forward to the testimony of the witnesses. Thank
you, Madam Chair.
[The revised and extended remarks of Mr. King follows:]

REVISED AND EXTENDED REMARKS OF THE HONORABLE STEVE KING, A REPRESENTA-
TIVE IN CONGRESS FROM THE STATE OF IOWA, AND RANKING MEMBER, SUB-
COMMITTEE ON IMMIGRATION, CITIZENSHIP, REFUGEES, BORDER SECURITY, AND
INTERNATIONAL LAW

Replace this text:

“For example, 2005 FBI statistics show that in the statistical metropolitan area
encompassing the city of Houston, 712.6 residents per 100,000 were victims of vio-
lent crime and 9.1 residents per 100,000 were murdered or victims of homicide. In
the city of Houston alone, there were 334 people murdered in 2005. In the statistical
metropolitan area including Los Angeles, 575.5 per 100,000 residents were victims
of violent crime—with 8.8 per 100,000 murders and homicides. In Los Angeles
alone, there were 489 people murdered in 2005.”

With the following paragraphs:

“For example, 13 homicides took place during one week of March this year in our
nation’s capitol, Washington DC. Not to be left behind, during a six-day period in
April, Chicago suffered a shooting spree that left 12 dead. The 2005 U.S. Census
Bureau statistics show that in Congressman Gutierrez’s city of Chicago, there were
443 murders in 2005, or 15.6 deaths per 100,000. In the Chairman of the House
Committee on the Judiciary John Conyers’ city of Detroit, Michigan 2,361 residents
per 100,000 were victims of violent crime and there were 1,858 murders in 2005,
or 41.4 deaths per 100,000. In Congresswomen Zoe Lofgren, Maxine Waters and
Linda Sanchez’ state of California, Los Angeles had 1,628 murders in 2005, or 12.6
deaths per 100,000 and 821 per 100,000 residents were victims of violent crime. In
Congresswoman Sheila Jackson Lee’s city of Houston, Texas 1,173 residents per
100,000 were victims of violent crime and there were 860 murders, or 16.3 deaths
per 100,000.

While 15 detainees died while under ICE custody in 2005, and while the Members
who represent the four cities I mentioned demanded we retreat from Iraq due to
American loss of life, and while 676 brave American soldiers gave their lives in a
just cause, 4,789 individuals were murdered on the streets of just four cities without
a word of concern from the Members who represent many of the victims and their
families. These statistics support the fact that residents of Chicago, Detroit, Los An-
geles or Houston would be safer in an ICE detention facility than walking on the
streets of these cities. Constituents of the Majority members of the House Judiciary
Committee would be better served if our focus was on the high risk that they will
be murdered or victimized by violent criminals in their own communities.”

Ms. LOFGREN. I would just note that on the bill I have intro-
duced, it does not require provision of care after release, but I
would be happy to discuss that off agenda.

I would now recognize the Chairman of the full Committee Mr.
John Conyers.

Mr. CONYERS. Thank you, Chairman Lofgren and Members. This
is, I think, important.

I want to agree to this extent with the opening statement of my
friend Steve King. Maybe we are able, Steve, to do both things. We
have to deal with the crime problem that you've reported in your
statistics, which are accurate, and perhaps with this problem of
how people who are brought into our custody are treated afterward.
I want my statement to be included in the record.

I just wanted to welcome the head of ICE, whom I hadn’t met
before, Ms. Myers. I wanted to welcome her, and I wanted to talk
with the Committee about this sudden breakout of mass arrests,
the largest in history, in Iowa last month, 300 undocumented peo-
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ple arrested, going all over, raids everywhere, mass round-ups.
Have we had a hearing on that yet?

Ms. LOFGREN. No, Mr. Chairman, but if you are suggesting, we
can.

Mr. CONYERS. I would like to talk with Steve King about it first.

I yield to the gentleman.

Mr. KING. I thank the Chairman. I think that would be a con-
structive thing to do, and I would be very interested in joining to-
gether for a request for a hearing.

Mr. CoNYERS. Thank you very much.

There is some kind of evenhandedness that ought to be required.
Employers bring in all these people. They know who is illegal or
undocumented or not. I think we have to start rounding some of
them up, too. But that’s a subject for another time.

I figure it is pretty reasonable that we look at this subject matter
again. As my friend pointed out, it was 8 months ago we did this,
but things keep happening, and let’s stipulate that a lot of people
that have come here illegally need medical assistance, but the
question is what do we do about it?

And I will just close because I have been talking to some of my
friends here in the Congress and on the Committee about universal
health care, and a kind of similar issue that Steve raised comes up.
Well, if you have universal health care, why include immigrants?
Well, because they are going to spread disease and make it tough
on all of us who might someday have universal health care.

So these are the interesting questions that surround this hear-
ing. You have brought together a great panel of witnesses, and I
thank you for allowing my opening comments.

[The prepared statement of Mr. Conyers follows:]

PREPARED STATEMENT OF THE HONORABLE JOHN CONYERS, JR., A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF MICHIGAN, AND CHAIRMAN, COMMITTEE ON THE
JUDICIARY

A very disturbing pattern appears to be developing at the Department of Home-
land Security. First, there are revelations about medical abuses, problematic raids,
misplaced emergency priorities, and inappropriate costumes. And, then—only after
a formal Congressional inquiry—the Department either denies there’s a problem or
announces plans to correct it.

Today, we are going to continue our efforts to address one of these recurrent prob-
lems, namely, the broken medical system in our Nation’s detention facilities. As
many of you will recall, this Subcommittee held a hearing on this issue last year
where we heard the heartbreaking testimony of a woman who stood helpless as her
sister died behind bars because ICE would not give her access to her medications.

But the reports of grossly inadequate detainee medical care continue to surface.
This callous disregard for detainee’s medical conditions must stop.

Accordingly, I want Assistant Secretary Julie Myers, and the other witnesses to
respond to three specific concerns.

First, I want to hear what concrete steps DHS has taken since our hearing last
October, and what concrete steps are will be undertaken going forward. In the eight
months since our last hearing, it appears little has changed. That is why I am a
proud cosponsor of Chairwoman Lofgren’s bill, the Detainee Basic Medical Care Act
of 2008, which will address this problem.

Second, I want hear what the DHS Inspector General has done and will do to in-
vestigate the deaths in custody, not just on a case-by-case basis, but across the
board as well.

Third, I want to hear DHS’s response to reports about a recent raid at a
meatpacking plant in Iowa.

In that raid, immigrants were penned up in a fairground and subjected to a new
version of assembly-line justice, in which criminal charges and limited access to
counsel replaced the normal administrative immigration charges.
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I want Ms. Myers and the other witnesses to tell us today what ICE is doing to
address health care and humanitarian concerns when these mass raids are being
undertaken. What kind of health care was provided in Iowa? Was anyone sent back
home without receiving any treatment? Is this just an isolated incident or can we
expect this to become the Department’s “standard operating procedure.”

DHS should ensure that basic standards of life, safety, health care, due process,
and Constitutional rights are maintained, not just in response to public scandal.

Ms. LOFGREN. I now recognize the distinguished Ranking Mem-
ber of the full Committee, the gentlemen from Texas, Mr. Smith.

Mr. SMITH. Madam Chairman, recent news reports detail cases
of severe injury and even death in DHS detention facilities. Each
of the instances as reported is heartbreaking to family members
and of concern to all of us. However, we should not rush to judg-
ment based on one-sided media accounts about the reported defi-
ciencies in health care received by a few illegal immigrant detain-
ees. Congress has a responsibility to rely on the facts in order to
determine if there is a serious problem with the medical treatment
provided to these detainees.

Since 2004, 71 individuals out of over 1 million detained have
died while in DHS custody. Many of these individuals enter deten-
tion facilities with prior medical conditions that can cause injury
or death.

About one-quarter of all immigration detainees are diagnosed as
having chronic illnesses when they enter the detention facility.
Many of these individuals are being diagnosed for the first time,
and many of them have infectious diseases such as tuberculosis,
which poses a serious health threat to Americans. Immigrants, at
over 12 percent of the population now, account for more than half
of all tuberculosis cases in the U.S. That means that immigrants
are over four times more likely to carry that contagious disease
than native-born Americans.

Last year, ICE spent nearly $100 million on detention immigra-
tion health care, double the funding level that existed just 5 years
ago. Medical facilities at all ICE-managed and -contracted deten-
tion centers are required to meet or exceed normal accreditation
standards. Immigration detainees are provided extensive free
health care far beyond that available to many of the American tax-
payers who pay for the detainees’ health care.

In a recent series, The Washington Post alleged that there is “a
hidden world of flawed medical judgments, faulty administrative
practices, neglectful guards, ill-trained technicians, sloppy record-
keeping, lost medical files and dangerous staff shortages.” Yet ac-
cording to ICE, the Post reporters made no requests to tour a sin-
gle ICE detention facility.

A July 2007 Government Accountability Office report on alien de-
tention standards found no systemic problems in health care deliv-
ery or any pattern of noncompliance with applicable standards.

Substantiated allegations of improper medical care to immigra-
tion detainees should be fully investigated. If it is determined in
a particular case that a detainee was denied appropriate treat-
ment, was not properly monitored or received negligent care, then
corrective measures must be taken.

Congress should be clear that it is not the responsibility of ICE,
or the American taxpayer, to pay for or ensure the medical care of
aliens after they are removed from our country. Nor is it the re-



9

sponsibility of ICE, or the American taxpayer, to keep aliens in de-
tention solely for the purpose of providing them care.

Today ICE and the Division of Immigration Health Services have
an opportunity to present their side of the story.

Holding hearings on this issue is important, but we must have
reasonable and realistic standards. Medical care is not always per-
fect regardless of whether it is administered in a detention center
prison or even the emergency room of a hospital.

I thank you, Madam Chair, and I yield back the balance of my
time.

Ms. LOFGREN. Thank you, Mr. Smith.

[The prepared statement of Mr. Smith follows:]

PREPARED STATEMENT OF THE HONORABLE LAMAR SMITH, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF TEXAS, AND RANKING MEMBER, COMMITTEE ON THE
JUDICIARY

Recent news reports detail cases of severe injury and even death in DHS deten-
tion facilities. Each of the instances as reported is heartbreaking to family members
and of concern to all of us.

However, we should not rush to judgment based on one-sided media accounts
about the reported deficiencies in health care received by a few illegal immigrant
detainees.

Congress has a responsibility to rely on the facts in order to determine if there
is a serious problem with the medical treatment provided to these detainees.

Since 2004, 71 individuals—out of one million detained—have died while in DHS
custody. Many of these individuals enter detention facilities with prior medical con-
ditions that can cause injury or death.

About one-quarter of all immigration detainees are diagnosed as having chronic
illnesses when they enter the detention facility. Many of these individuals are being
diagnosed for the first time. And many of them have infectious diseases, such as
tuberculosis, which pose a serious health threat to Americans.

Immigrants at over 12 percent of the population now account for more than half
of all tuberculosis cases in the U.S. That means that immigrants are over six times
more likely to carry that contagious disease than native-born Americans.

Last year, ICE spent nearly $100 million on immigration detention health care,
double the funding level that existed five years ago. Medical facilities at all ICE-
managed and contracted detention centers are required to meet or exceed normal
accreditation standards.

Immigration detainees are provided extensive free health care far beyond that
available to many of the American taxpayers who pay for the detainees’ care.

In a recent series, the Washington Post alleged that there is “a hidden world of
flawed medical judgments, faulty administrative practices, neglectful guards, ill-
trained technicians, sloppy record keeping, lost medical files and dangerous staff
shortages.” Yet, according to ICE, the Post reporters made no request to tour a sin-
gle ICE detention facility.

A July 2007 Government Accountability Office (GAO) report on alien detention
standards found no systemic problems in health care delivery or any pattern of non-
compliance with applicable standards.

Substantiated allegations of improper medical care to immigration detainees
should be fully investigated. If it is determined in a particular case that a detainee
was denied appropriate treatment, was not properly monitored, or received neg-
ligent care, then corrective measures must be taken.

Congress should be clear that it is not the responsibility of ICE—or the American
taxpayer—to pay for or ensure the medical care of aliens after they are removed
from our country. Nor is it the responsibility of ICE—or the American taxpayer—
to keep aliens in detention for the purpose of providing them with care.

Today, ICE and the Division of Immigration Health Services have an opportunity
to present their side of the story.

Holding hearings on this issue is important. But we must have reasonable and
realistic standards. Medical care is not always perfect, regardless of whether it is
administered in a detention center, prison or even the emergency room of a hospital.

Ms. LOFGREN. In the interest of proceeding to our witnesses, and
mindful of the schedule, I ask other Members to submit their state-
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ments for the record. Without objection, all opening statements will
be placed into the record.
[The prepared statement of Ms. Jackson Lee follows:]

PREPARED STATEMENT OF THE HONORABLE SHEILA JACKSON LEE, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF TEXAS, AND MEMBER, SUBCOMMITTEE ON IMMI-
GRATION, CITIZENSHIP, REFUGEES, BORDER SECURITY, AND INTERNATIONAL LAW

Madam Chair, thank you for your leadership in convening today’s very important
hearing concerning the problems with immigration detainee medical care. I would
also like to thank the ranking member, the Honorable Steve King. This hearing will
explore recent reports about inadequate medical care for immigrant detainees and
deaths while in custody.

The hearing will also examine the quality of medical and mental health care pro-
vided in detention facilities under ICE’s jurisdiction. The Subcommittee will study
ICE’s medical and mental health care standards and procedures, and it will specifi-
cally look into the deaths of the growing number of immigration detainees that have
died during or as a result of ICE custody, seeking to resolve the extent to which
policies, procedures, or practice caused these deaths. Finally, the Subcommittee will
seek recommendations to address any potential problems.

The Bureau of Immigration and Customs Enforcement (ICE) within the Depart-
ment of Homeland Security (DHS) is responsible for the arrest, detention, and re-
moval of deportable non-citizens. In 2006, ICE detained nearly 300,000 men,
women, and children—most of whom had no criminal history. This was three times
the amount of immigration detainees held by ICE in 2001, when less than 100,000
were detained. ICE holds its immigration detainees in one of over 300 detention fa-
cilities across the country. A small percentage of these detainees are housed in 8
ICE-owned and operated service processing centers (SPCs), including the Krome
SPC in Miami, the Florence SPC in Arizona, and the Port Isabel SPC in Texas. ICE
also houses a small percentage of its detainees in 6 contract detention facilities
(CDF's), which are operated by private contractors specifically for ICE. The majority
of detainees are held with general population inmates in about 300 federal, state,
and local jails and other facilities, which operate through intergovernmental service
agreements (IGSAs) with ICE. In addition to these adult detention facilities, ICE
contracts for the operation of 19 juvenile and 3 family detention facilities.

In carrying out its detention and removal responsibilities, ICE is charged with en-
suring that conditions are safe and humane in all detention facilities used to hold
immigration detainees. These responsibilities include the provision of adequate med-
ical and mental health care to detainees.

On October 4, 2007, the Subcommittee held a hearing on medical care in deten-
tion facilities after a New York Times article uncovered that at least 62 people had
died in ICE custody between 2004 and 2007. Since that hearing, major media out-
lets have reported additional deaths and have released documents indicating that
some of these deaths were the result of deficient medical care. A four-part series
recently released by the Washington Post raises similar concerns about the medical
and mental health care system at ICE detention facilities. This series, founded on
internal ICE documents and interviews with detention facility employees, asserts
severe staffing shortages of medical personnel, long and routine delays in the provi-
sion of medical treatment, frequent denials of necessary medication for chronic ill-
nesses, and a system geared to deny care rather than provide it.

In July 2007, the U.S. Government Accountability Office (GAO) issued a report
detailing additional problems with detention conditions. The GAO report noted that
when off-site medical care for detainees appeared necessary, ICE determined wheth-
er to authorize such care in conjunction with a DIHS Managed Care Coordinator
(MCC). According to the report, officials at some detention facilities reported dif-
ficulty caring for detainees who required off-site medical and mental health care be-
cause they were unable to get authorization to provide that specialty care.

In addition, numerous media outlets—including the New York Times, The Wash-
ington Post, and 60 Minutes—have reported stories suggesting a lack of proper med-
ical care for detainees. On June 13, 2007, the Washington Post reported on a num-
ber of cases involving immigration detainees who allegedly received inadequate
medical care. That same day, a class action lawsuit was filed on behalf of all immi-
gration detainees at the San Diego Correctional Facility (SDCF). The lawsuit, Woods
v. Myers, No. 07-cv-1078 (S.D. Cal.) charged ICE, DIHS, and the Corrections Cor-
poration of America, Inc. with failing to provide adequate medical and mental
health care to SDCF detainees. According to the complaint, the 11 named plaintiffs
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suffered from mental illness, chronic health conditions, and serious injuries that had
not been appropriately treated while in ICE custody.

Later in June 2007, the New York Times reported that at least 62 immigrants
had died in ICE custody since 2004. In July, the editorial board of the Miami Herald
called upon Congress to investigate this issue and require ICE to publicly report
each death that occurs in custody and to adopt legally binding healthcare standards.

Since the Subcommittee hearing in October, numerous reports from major media
outlets have raised additional concerns with the medical and mental health care
provided in immigration detention centers. On May 5, 2008, the New York Times
revealed a list of 66 individuals who had died in ICE custody, reporting details on
several of the deaths that raised serious concerns about the quality of the medical
care they received.

This article was followed by an extensive, four-part series on detainee medical
care by the Washington Post in May. According to the Washington Post, this series
of articles was based on an extensive investigation involving the review of thousand
of internal ICE documents and interviews with numerous ICE and DIHS personnel.
The articles—as well as the internal ICE documents produced along with the arti-
cles—reveal serious staffing shortages of medical personnel, regular delays in the
provision of medical treatment, and frequent denials of necessary treatment. In the
first part in the series, System of Neglect, the Washington Post summarized their
investigation as follows:

The most vulnerable detainees, the physically sick and the mentally ill, are
sometimes denied the proper treatment to which they are entitled by law and
regulation. They are locked in a world of slow care, poor care and no care, with
panic and coverups among employees watching it happen, according to a Post
investigation.

The investigation found a hidden world of flawed medical judgments, faulty ad-
ministrative practices, neglectful guards, ill-trained technicians, sloppy record-
keeping, lost medical files and dangerous staff shortages. It is also a world in-
creasingly run by high-priced private contractors. There is evidence that infec-
tious diseases, including tuberculosis and chicken pox, are spreading inside the
centers.

By statute and regulation, the U.S. Public Health Service (PHS) may provide
medical, surgical, psychiatric, and dental care to immigration detainees around the
country. However, PHS provides on-site health care to only a small percentage of
ICE detainees. PHS officers provide on-site medical and mental health care at ICE-
run service processing centers (SPCs) and several of the contract detention facilities
(CDFs) and intergovernmental service agreement facilities (IGSAs). At all other fa-
cilities, including virtually all state and county jails operating under IGSAs with
ICE, on-site medical care 1s provided either by the county or a private company that
owns or operates the facility, or by private, for-profit companies that specialize in
correctional health care.

ICE holds its immigration detainees in one of over 300 detention facilities across
the country. A small percentage of these detainees are housed in 8 ICE-owned and
operated service processing centers (SPCs), including the Krome SPC in Miami, the
Florence SPC in Arizona, and the Port Isabel SPC in Texas. ICE also houses a small
percentage of its detainees in 6 contract detention facilities (CDF's), which are oper-
ated by private contractors specifically for ICE.

I look forward to hearing from today’s witnesses. I truly hope that we can under-
stand the problems with immigration detainee medical care and that we can also
develop some solutions. I look forward to the testimony of today’s witnesses. Thank
you, and I yield the balance of my time.

Ms. LoFGREN. We have two distinguished panels of witnesses
here today to help us consider the important issues before us. Seat-
ed on our first panel is Ms. Julie Myers, Assistant Secretary for
U.S. Immigration and Customs Enforcement (ICE). Previously she
served as Assistant Secretary for Export Enforcement at the De-
partment of Commerce, Chief of Staff for the Criminal Division at
the Department of Justice, and Deputy Assistant Secretary for
Money Laundering and Financial Crimes at the Treasury Depart-
ment.

Before entering Government service Ms. Myers was an associate
at Mayer, Brown and Platt in Chicago, and she earned a bachelor’s
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degree at Baylor University and a law degree from Cornell Univer-
sity.

Next we have Dr. Philip Farabaugh, the new Acting Director of
the Division of Immigration Health Services, or DIHS, which we
understand was recently moved from Health and Human Services
to the Department of Homeland Security. Prior to his position as
Acting Director, Dr. Farabaugh was the clinical director at the Ta-
coma detention facility in Tacoma, Washington.

And the final witness on our first panel is Mr. Richard Stana, Di-
rector of Homeland Security and Justice Issues for the U.S. Gov-
ernment Accountability Office. During his 32-year career with the
GAQO, he has directed reviews in a wide variety of complex military
and domestic issues. Most recently he has managed GAO’s work re-
lating to immigration and border security issues. He is a graduate
of Cornell University and Harvard University’s JFK School of Gov-
ernment. He also earned a master’s degree from Kent State Uni-
versity.

Given the gravity of the issues we are discussing today and the
key roles you all play, we would appreciate you taking an oath be-
fore you begin your testimony. Would each of you please stand and
raise your right hand.

[Witnesses sworn.]

Ms. LOFGREN. The clerk will note that all three witnesses have
agreed to the oath.

Your written statement will be made a part of the record in its
entirety. We would ask now that you summarize your testimony in
about 5 minutes. The little machine on the desk will flash a yellow
light when you have 1 minute left, and when the red light goes on,
we would ask you to conclude the testimony so we have time for
our questions.

Ms. Myers, we will begin with you.

TESTIMONY OF JULIE MYERS, ASSISTANT SECRETARY, IMMI-
GRATION AND CUSTOMS ENFORCEMENT (ICE), U.S. DEPART-
MENT OF HOMELAND SECURITY

Ms. MYERS. Thank you very much.

Good afternoon, Chairwoman Lofgren and distinguished Mem-
bers of the Subcommittee. I appreciate the opportunity to appear
before you today.

Chairwoman Lofgren, youre right, people in Government do
care. The men and women of ICE care. The men and women of the
DIHS care, and we work every day to ensure that those in our cus-
tody are treated in accordance with the ICE detention standards.

As you know, ICE was formed in 2003 with the broad mission
that includes immigration and customs enforcement and manage-
ment of the detention and removal processes for apprehended
aliens. Indeed, with such an important mission, we had to look and
see could we have additional oversight, additional oversight not
only for medical care, but really for all of our detention, knowing
that there are a large number of aliens in our custody.

I think we have worked very hard over the past couple of years
to see where there are places where we can improve detention over-
sight. To that end, I think the GAO has been very helpful, the IG,
as well as Congress and NGOs, in giving us ideas and suggestions
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on how we can make sure that everyone in our custody is treated
in accordance with the ICE detention standard.

We have done a number of things. Just giving a few highlights
of things that we have done for detention oversight overall, includ-
ing but not limited to medical care, in February 2007 we estab-
lished the Detention Field Inspection Group, and that is a group
that is an independent arm that reports to the Office of Profes-
sional Responsibility. They can go out and do an independent in-
spection of a detention facility to see if they are meeting up to the
medical standard as well as all other standards in the ICE deten-
tion standard. Before that there was no such independent group.

In addition, we looked at our overall reviews of facilities, and we
recognized that previously under the old INS, they used detention
and removal officers who tried to do a good job, but they were de-
tention and removal officers who actually did the annual compli-
ance inspections. We changed that. We contracted with outside
groups to do annual reviews of our facilities in order to make sure
that we were getting the best information, and if there were defi-
ciencies, they could be corrected. These deficiencies would include
anything we needed to work on with respect to medical oversight.

In addition, we have hired quality assurance specialists at 40 of
our largest facilities. Their only job is to make sure that ICE is
complying with the ICE detention standards. And we have also
published our first Semiannual Report on Compliance with the ICE
National Detention Standards.

We created the first National Detainee Handbook, and we have
undertaken a comprehensive review of the current National Deten-
tion Standards to see whether or not they could be improved. We
think they could be, so we are working to make them more per-
formance-based, working with the NGOs, the 1Gs, DHS, CRCL and
SO on.

Turning specifically to detainee health care and oversight, let me
begin with some context. ICE spent almost $100 million on de-
tainee health care last fiscal year, double the funding of just 5
years ago. And this doesn’t even include the funding providing for
routine health care at IGSAs. During that same period, the number
of detention beds managed by ICE has grown by approximately 30
percent, and since ICE was established, nearly 1.5 million individ-
uals have passed through our custody. And although the ICE de-
tainee population has increased by more than 30 percent since
2004, the actual number of deaths in ICE detention has declined
from 29 in 2004 to 7 for the last calendar year, and there have
been no suicides in the last 15 months.

But there is still more work to do. ICE law enforcement officers
are not medical professionals, so we have historically relied on the
independent medical judgment of the experts, the Public Health
Service and DIHS.

By way of background, all detainees are required to receive an
initial health screening within the first 12 hours and a physical ex-
amination within 14 days. And as Representative King noted, last
year nearly 34 percent of detainees were diagnosed with a chronic
condition.

Despite all of this, we recognize that there is need to take addi-
tional steps. Among them was the need to strengthen the suicide
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prevention process. The reality is since 2003, suicides have ac-
counted for 18 percent of the 74 deaths of detainees in our custody.
Even one preventable death is too many, so in the last 2 years ICE
instituted an extensive suicide prevention program, and we have
not had a single suicide in the last 15 months.

We also are looking at the TAR process, and I believe there is
room for improvement on the appeals of TARs, and so we are work-
ing with the Office of Health Affairs to see how we can strengthen
the TARs process and provide for more oversight by independent
individuals, as well as have the detainees have more of a role in
that.

We are also working with the DHS Office of Health Affairs to im-
prove operations at DIHS. Already we have reduced the staffing
issues from 30 percent vacancies down to 18. In addition, we have
asked the Office of Health Affairs to assess all of DIHS’s proce-
dures to determine whether or not there are additional things we
can do to strengthen oversight for those who are in our custody.

The final thing we have done is respond to suggestions that we
need to have more transparency in the reporting of deaths. And so
we have talked with the DOJ, and we are going to begin reporting
voluntarily pursuant to the Deaths in Custody Reporting Act so
that the Bureau of Justice Statistics will have our information, and
they can access it as appropriate.

In closing, I want to say we are committed to working with you,
outside groups and others to improve our processes and ensure that
those in our custody are well cared for. Thank you.

Ms. LOFGREN. Thank you.

[The prepared statement of Ms. Myers follows:]
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Good afternoon, Chairwoman Lofgren and distinguished Members of the Subcommittee.
| appreciate the opportunity to appear before you to discuss the quality medical care and
safe and humane treatment that Department of Homeland Security’s (DHS) U.S.
Immigration and Customs Enforcement (ICE) provides to immigration detainees as well

as some of the initiatives we are undertaking to further improve care.

ICE was formed in March 2003 with a broad mission that includes immigration and
customs enforcement and management of the detention and removal processes for
apprehended aliens. In carrying out this mission, one of our highest priorities is to provide
quality care to those individuals in our custody. As such, ICE remains committed to
ensuring the safety and well being of the hundreds of thousands of individuals who come

through our detention facilities each year.

OVERSIGHT IMPROVEMENTS ACROSS ALL ASPECTS OF DETENTION

Indeed, with such an important mandate, improved oversight of a variety of ICE functions
has been a cornerstone of my approach. In the past two years, ICE has made significant
strides in improving oversight and updating the decades-old practices inherited from the
former Immigration and Naturalization Service (INS).

For example, in February 2007, ICE established the Detention Facilities Inspection
Group. This group resides within the Office of Professional Responsibility (essentially our
“internal affairs function) independent of the Office of Detention and Removal Operations
(DRO) which carries out the detention and removal functions on a day-to-day basis. The
DFIG has the responsibility for reviewing and validating detention inspections and
ensuring the consistent application of agency standards to make certain that corrective
actions are taken.

ICE has also contracted with independent experts to place full-time quality assurance

professionals at each of our 40 largest facilities and to arrange for rotational visits to our
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smaller facilities. Additionally, ICE has contracted with outside experts to conduct annual
facility inspections, which were previously performed by ICE personnel.

To improve transparency, ICE released its first Semiannual Report on Compliance with

ICE National Detention Standards January - June 2007, which tracks detention facilities'

compliance with national detention standards. This first-of-its-kind report will be issued
semi-annually and is posted on the front page of ICE’s website. It is my hope that by
publishing this information, we will help enhance transparency and general understanding
of our detention system by detailing the results of more than 175 facility compliance
inspections.

To improve communication and operational consistency with our Intergovernmental
Service Agreement (IGSA) partners, ICE is in the process of standardizing the IGSA
contracts which were individualized agreements with our 300-plus local government
partners. This will allow ICE to more effectively manage these contracts to ensure that
our partners are adhering to our National Detention Standards.

ICE has also, for the first time, developed a national detainee handbook. Available in
both Spanish and English, the detainee handbook provides standardized information on
topics such as rights and responsibilities, grievance procedures, suicide prevention,
telephone access, consular notifications, visitation, mail, meals, recreation, religious

services, and more.

Beyond merely complying with our standards, we have also undertaken a complete
review of the existing National Detention Standards. The existing standards were
developed in 2000 by the former INS in consultation with outside stakeholders. Though
they've served us well, we believe we can further ensure we meet our obligations by
updating policies and procedures to performance based standards that reflect past
experiences, agency practices, and protocols. ICE is vigorously working to transform the
current detention standards into a performance-based format, consistent with the

approach used by the American Correctional Association. In doing so, ICE has solicited
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feedback and is considering recommendations from Non-Governmental Organizations,
the DHS Office of Inspector General, and other groups such as the United Nations High
Commission on Refugees. We have worked closely with the DHS Office for Civil Rights
and Civil Liberties to consider these recommendations and develop improved standards.
The new standards are expected to be completed later this year.

TRENDS

Turning now more specifically to detainee health care and oversight, let me begin with
some context: ICE spent almost $100 million on detainee health care last fiscal year,
double the funding of just five years ago. During that same period, the number of
detention beds managed by ICE has grown by approximately 30 percent. Since ICE was
established, more than 1 million individuals have passed through our custody. Though
the ICE detainee population has increased by more than 30 percent since 2004, the
actual number of deaths in ICE detention has declined from 29 in 2004 to 7 last year.
There have also been no suicides in the last 15 months.

DETAINEE HEALTHCARE TODAY

As a unit within ICE, DIHS serves as the provider of medical and mental health care for
detainees housed in DIHS-staffed detention facilities and manages certain healthcare
functions provided by medical professionals at non-DIHS-staffed detention facilities. But
there is still much work to do. It's important to recognize that ICE law enforcement
officers are not medical professionals, so we have historically relied on the independent
medical judgment of the professionals within DIHS, which include doctors, clinical support
professionals and support staff (some of whom are detailed to DHS from the U.S Public
Health Service (PHS)), contractors, and general schedule employees. We will continue to
work closely with DHS Office of Health Affairs and PHS to evaluate and improve
processes and practices.
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All detainees are required to receive an initial health screening within 12 hours of arrival
at the detention facility in order to determine the appropriate medical, mental health,
and/or dental treatment that may be needed. At that time, ICE provides immediate
attention to detainees who present a danger or an imminent risk to themselves or others,
including those who have infectious diseases, uncontrolled mental health disorders, or
conditions that would deteriorate if not addressed immediately by medical personnel. In
addition to the initial health care screening, ICE policy also requires that detainees
receive a health appraisal and physical examination within 14 days of arrival to identify

medical conditions that require monitoring or treatment.

Last year, 34 percent of detainees screened were diagnosed with, and treated for,
preexisting chronic conditions, such as hypertension and diabetes. Many of these
detainees would not have identified their medical ailment or received medical care and

treatment were it not for the comprehensive health screening they received.

In addition to the initial screening and medical evaluation, the ICE standards on Medical
Care require that all detainees, regardless of classification, have access to sick call,
which provides detainees the opportunity to request health care services provided by a
physician or other qualified medical officer in a clinical setting. Procedures are in place to
ensure that all requests for health care services are received by the health service
provider in a timely manner. During screenings, evaluations, and visits, a medical
professional assesses the detainee’s health and treatment requirements and arranges
any medications, consultations, or other services needed. The sick call process allows
detainees to access non-emergency medical services, and all facilities are required to
have regularly scheduled times when medical personnel will be available to see detainees
who have requested services.

Medical care provided at each detention facility also includes access to necessary
prescription medications. Prescriptions written for detainees by the health service
provider are filled either by an on-site pharmacy or by a local community pharmacy. If a

prescription medication is not readily available and a detainee has a supply of the
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medication needed or can obtain a supply of the medication from a family member, that
medication may be used as long as the facility’s medical staff can verify the validity of the
medication to ensure it is appropriate for the detainee to take and to prevent contraband
from entering a facility. In FY 2007, DIHS alone wrote more than 210,000 prescriptions.

ICE detainees also have access to mental health care provided by qualified professionals
and receive a mental health screening within 12 hours of admission. Detainees who
request mental health services or are identified upon intake screening as needing further
evaluation are referred to an appropriate mental health professional, usually a clinical
psychologist or social worker.

DIHS psychologists and social workers provide 23 different types of psychological
services that are therapeutic in nature. These services include not just supportive therapy
or counseling, but psychological assessment, psychoeducation, crisis intervention
services, suicide risk assessment, suicide watch follow-up services to ensure safety, case
management services and consultation with other medical professionals. Psychiatric
services are also available to ICE detainees. Psychiatrists provide psychiatric
evaluations, follow-up medication management, and they consult with the psychologists,
social workers, and primary care providers when appropriate.

Detainees who require medical care beyond what can be provided at their detention
facility have access to specialized care by submitting Treatment Authorization Requests
(TARSs) to the DIHS Managed Care Program. Specialized procedures provided through
the TAR process may include heart surgery, cancer treatment, dialysis, and a variety of
general surgical procedures. In an effort to even further enhance the TAR process, ICE is
working to improve the appeal process for the relatively small number of TARSs that are
disapproved. | will talk a bit more about that shortly, but once this process has been
developed, the ICE Detainee Handbook and orientation process will be updated to
provide a complete description of the TAR process.
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The ICE Medical Program has an established covered benefits package that delineates
the health care services, medical products, and treatment options available to all
detainees in ICE custody. The ICE covered services package emphasizes that benefits
are provided for conditions that pose an imminent threat to life, limb, hearing or sight,
rather than to elective or non-emergency conditions. Medical conditions that the local
treating physicians believe would cause suffering or deterioration of a detainee’s health
are also assessed and evaluated through the DIHS Managed Care Program. The DIHS
Managed Care Program has a network of more than 500 hospitals, 3000 physicians, and
1300 other health care facilities that provide a wide range of medical care and services.

As the number of individuals in ICE custody has risen in recent years -from approximately
227,000 detainees in FY 03 to more than 300,000 in FY 07- demand for health care and
medical services has also grown significantly.

In FY 03, DIHS staff had 256,843 detainee visits, including 9,349 dental; 8,950 mental
health; 14,566 short stay unit visits: and 47,372 sick calls. In FY 07 DIHS showed a total
caseload of 711,719 health/medical visits, including 16,885 dental; 23,224 mental health;
56,823 short stay unit visits; and 97,620 sick calls.

STRENGTHENED HEALTHCARE OVERSIGHT

Despite these many accomplishments, ICE has recognized the need for a variety of both

medical and administrative oversight revisions.

Amaong them was the need to strengthen the suicide prevention process. The reality is
that since 2003, suicides have accounted for 18 percent of the 74 deaths of detainees in
custody. Even one preventable death is too many. Accordingly, over the past two years,
ICE instituted an extensive suicide prevention program. The goal of the program is to
ensure that all individuals at our detention facilities remain both safe and healthy. Suicide

is always a risk at any detention facility and anyone suffering from mental iliness is at
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increased risk. ICE has continuously taken a proactive approach to mitigating these
risks. | am pleased to report ICE has not had a single suicide in over 15 months.

Here are some of the steps we have taken to address this ongoing challenge.

ICE’s National Detention Standards require that all staff working with detainees in
detention facilities be trained to recognize signs and situations potentially indicating a
suicide risk. Staff must act to prevent suicides with appropriate sensitivity, supervision,
and referrals. Any clinically suicidal detainee must receive preventive supervision and
treatment.

On October 17, 2008, ICE DRO issued a memorandum to all Field Office Directors
reiterating the requirements of the Suicide Prevention and Intervention detention standard
and directing them to verify compliance with the standard for all detention facilities used to

house ICE detainees within their respective geographic areas of responsibility.

Furthermore, all Field Office Directors verified that their staff are receiving annual training,
that facilities have appropriate medical coverage to provide for detainees’ mental health
needs, and that policy and procedures are in place to ensure prompt reporting of suicides
and suicide attempts.

Each of these initiatives demonstrates our firm and continuing commitment to protecting
the well-being of those in our detention facilities and ensuring that those who may be at

risk for suicide immediately receive all appropriate care and counseling.

Additionally, ICE is working with the DHS Office of Health Affairs (OHA) to improve
operations at DIHS. Already numerous improvements have been implemented, and
others are underway, including the selection of a new Acting DIHS director, streamlining
the hiring process to address staff shortages and moving towards an improved electronic

medical records system.



23

| want to expand a bit on just one of these improvements: ICE has asked OHA and
outside medical experts to assess all of DIHS’ procedures to determine what changes we

can make to ensure the best quality care for those in our custody.

ICE is also working with the DHS OHA on developing an enhanced appeal process

for the very small number of TAR's that are initially denied. | believe this is an area where
we can improve. Currently, there are a variety of reasons that TARs may not be
approved such as: the person for whom treatment is being sought may not in fact be in
ICE custody; the TAR does not include enough information to determine medical
necessity; there are alternate acceptable treatment options at the facility; or the request
was not submitted in a timely fashion and the treatment has already be delivered. Any
TAR that is denied due to a lack of timeliness by a managed care coordinator is
forwarded to the Managed Care Coordinator Branch Chief for reconsideration.

DIHS has a formal appeals process for denied TARs. The request can be resubmitted for
reconsideration to the MCC. If unsuccessful it can be appealed to the DIHS Medical
Director. [f that is still unsuccessful, a final appeal can be submitted to the Managed Care
Review Committee (MCRC), which is comprised of the DIHS Medical Director,
appropriate medical, dental, or mental health consultants, and MCCs. Decisions of the
MCRC will be made in writing within 3 working days of the appeal and faxed back to the

requestor.

ICE, DIHS, and OHA are working to develop a more independent appeal body outside of
DIHS and ICE. One possibility under consideration is to have OHA perform this final level
of appeal function. This will allow an alien to have even greater say in his or her own
medical care.

ICE and DIHS will also begin working with OHA on a general stand-alone medical care
grievance process that would be separate from the standard facility grievance process.
As soon as we complete these initiatives, the National Detainee Handbook and local

orientation procedures will be updated to reflect these changes.

9
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CONCLUSION

In closing, | would like to say on behalf of each and every ICE employee that we remain
committed to ensuring the safety and well being of the hundreds of thousands of
individuals who come through our detention facilities each year. Please also know that |
have had the distinct pleasure to meet with a number of the fine men and women at DIHS
who provide healthcare services to ICE detainees. | can tell you that they share my
dedication to providing high quality health care to all of their patients and to working with
the Department of Homeland Security — with ICE and our colleagues at the Office of
Health Affairs — to continue to improve our